Abstract:
This perspectives article considers the potential implications an affirmative action ban would have on patient care in the US. A physician's race and ethnicity are among the strongest predictors of specialty choice and whether or not a physician cares for Medicaid and uninsured populations. Taking this into account, research suggests that an affirmative action ban in university admissions would sharply reduce the supply of primary care physicians to Medicaid and uninsured populations over the coming decade. Our article compares current conditions to the potential effect of an affirmative action ban by projecting how many future medical students will become primary care physicians for Medicaid and uninsured patients by 2025. Based on previous evidence and current medical student training patterns, we project that a ban could deny primary care access for 1.25 million of our nation's most vulnerable patients, considerably worsening existing healthcare disparities. More broadly, we argue that the effects of eliminating affirmative action would be fundamentally contrary to the Association of American Medical Colleges' stated goal of medical education-"to improve the health of all." On December 9, 2015, the US Supreme Court heard oral arguments in Fisher v.
University of Texas at Austin, a case concerning affirmative action in higher education.
By a narrow 4-3 ruling announced in June 2016, the Court upheld the right of universities to use affirmative action in their admissions decisions. However, the debate over affirmative action will likely continue at the state and federal level over the coming years.
A broad ban on affirmative action would prohibit medical schools from considering race in admissions decisions. Meanwhile, policymakers continue to be concerned about a possible shortage of primary care physicians (PCPs), with one estimate from the Association of American Medical Colleges (AAMC) projecting a shortage of 31,000 by 2025, though this number is itself the subject of considerable debate. Without more PCPs willing to care for these populations, many Americans will continue to have limited access to primary care.
Research shows that a physician's race and ethnicity are among the strongest predictors of not only specialty choice, but also which physicians care for Medicaid and uninsured populations. Some studies also suggest that race/ethnicity is a stronger predictor of this outcome than a physician's socioeconomic status, National Health Service Corps membership, or International Medical Graduate status. [4] [5] [6] In addition, one estimate predicts that a broad ban on race-based affirmative action could lower the percentage of underrepresented minorities (URM, defined by the study as Black, Latino, or Native American) in medical school by 70 %. 7 These research findings link affirmative action directly to disparities in primary care access and suggest that any practical policy approach to the US healthcare workforce should account for the racial representation of physicians-in-training.
To explore these connections, we assessed the potential effect of a broad affirmative action ban on primary care provision to patients with Medicaid or no health insurance. More specifically, we estimated how different racial proportions within incoming medical school classes across the nation might affect the number of new PCPs caring for low-income populations over the next decade. Assuming 4 years of medical school and 3 years of residency training, we focused on incoming medical school students from 2016-2018, who would potentially be in primary care practice by 2025.
We used a previously published projection of URM medical student proportions under a broad affirmative action ban. This 2003 study simulated medical schools admitting URM applicants at the same rate as white applicants with similar GPA and MCAT scores and then tabulated the number of students admitted from each racial group under the simulation. 7 We defined practicing primary care physicians as new internal medicine, pediatrics, family medicine, and medicine-pediatrics residency graduates who do not enter subspecialty training, according to data from the Accreditation Council of Graduate Medical Education (ACGME). 8 Then, we determined the proportion of primary care residency graduates likely to care for patients with Medicaid and patients without insurance. For each scenario, we calculated the probability of a matriculating medical student practicing primary care with a Medicaid or uninsured patient panel. More specifically, we multiplied the probability of serving as a PCP with Medicaid or uninsured patients by the racial/ethnic distribution of medical students in the scenario.
Overall, previously published data confirm that African-American and Latino physicians are much more likely to enter primary care and work with lower-income patients with Medicaid or no insurance (see Table 1 ). 5, 6, 8 Based on these statistics, Figure   1 summarizes our estimates of the number of future PCPs caring for these populations that would enter medical school from 2016-2018 under three scenarios: the status quo, 9 an affirmative action ban, 7 and a "racial parity" scenario, in which the racial/ethnic composition of the nation's 21,000 annual allopathic medical school enrollees 9 matched that of the general population. 10 We calculate that an affirmative action ban in medical schools would create approximately 361 fewer PCPs who care for Medicaid and uninsured patients compared to current conditions-a 14 % decrease from the status quo. Using the federal government's ratio of one primary care physician to 3500 people as the threshold for defining a primary care health professional shortage area, 3 this indicates that an affirmative action ban could deny primary care to over 1.25 million low-income Americans. Put differently, a ban would deny primary care access to a population the size of Colorado's entire Medicaid program (and larger than the Medicaid populations in twothirds of US states). In the 'racial parity' scenario, in contrast, admitting a 3-year cohort of medical students representative of the US's racial and ethnic diversity could provide a primary care workforce capable of caring for 739,000 more low-income Americans compared to the status quo.
Limitations of these data sources and, by extension, of our results include the lack of ACGME data regarding graduating residents who neither go into fellowship nor primary care practice and the considerable uncertainty about what constitutes an appropriate ratio of primary care physicians to patients, particularly as practice patterns and new systems of care develop. 11 Another concern is that California, Texas, Florida, and several other states have already enacted affirmative action bans. However, the three largest states with a ban enacted their policies years before the data subject to this analysis existed, meaning that our results already factor in the existence of these state bans. 7, 12 In addition, the fact that the Supreme Court chose to hear Fisher v. University of Texas at Austin despite Texas's affirmative action ban speaks to the federal government's fundamentally different authority as compared to state legislatures and circuit courts-and the possibility of an even more stringent ban in the future than those currently in effect in some states. While these limitations may make our overall estimates more uncertain, they are unlikely to reverse the central finding of our analysis-namely, that a more diverse workforce is more likely to care for vulnerable populations in primary care settings than is a less diverse workforce.
Thus, we find that an affirmative action ban would likely exacerbate barriers to primary care in communities with the greatest need at a time when expansion is most necessary. As the prevalence of chronic diseases grows and millions of Americans are insured under the Affordable Care Act, unmet needs for primary care will increase. The likely impact of an affirmative action ban is therefore a worsening of healthcare disparities related to income, geography, and race/ethnicity and thus a setback for one of the Surgeon General's stated priorities. 13 Medical school admission remains a very competitive process: from 2013-2014 through 2015-2016, only 36 % of African American applicants and 42 % of all applicants were offered admission. 9 This fierce competition gives admissions committees the luxury of selectivity and empowers them to configure each class in accordance with their priorities. These factors-selectivity and flexibility-leave medical school admissions committees well positioned to increase the future safety net workforce, if they have the tools and commitment to do so. Medical school admission, after all, is the initial decision point that most strongly influences the future of the healthcare workforce. In contrast, the residency match process is often too late in training to substantially shape most trainees' clinical interests, since most fourth-year medical students have already chosen whether or not they will practice primary care. Moreover, residency selection can only operate on the mix of students already admitted to medical school. An affirmative action ban considerably hampers the selectivity and flexibility medical schools currently enjoy and would likely worsen access to primary care among low-income populations for years to come.
We also contend that race-blind admissions are fundamentally at odds with the goals of medical education. First, racial and ethnic diversity among medical students enhances the ease and increases the confidence with which non-URM medical students engage with diverse patient populations. 14, 15 Growing more comfortable engaging with people of different backgrounds might encourage more non-minority medical students to serve Medicaid and uninsured patient populations. While some have suggested that a sense of professionalism alone should encourage physicians to care for Medicaid patients, regardless of race, evidence to date suggests that this ethic on its own has been inadequate. 16 Second, as the AAMC's mission statement declares, medical schools are charged with supplying the nation with new physicians "to improve the health of all." Arguably, this mission justifies the substantial public investment in physician training, with examples including state-funded medical schools with heavily subsidized tuition and federal funds for graduate medical education. The role of the nation's medical schools should be seen in this light-a duty to train the physician workforce of tomorrow that meets our society's needs rather than an obligation to bestow the benefits of the profession upon any individual applicant. With this social commitment in mind, it follows naturally that policymakers should favor a diverse workforce more willing to care for our society's most medically needy members.
Some policy analysts, including the Institute of Medicine's Board on Health Sciences Policy, argue that increased diversity in medical students is a compelling national interest. 17 The preceding analysis may provide empirical evidence suggesting that affirmative action in medical school admissions serves that compelling interest. Medical Education (UCPRIME) to enroll applicants with a proven interest in caring for low-income or otherwise disadvantaged populations. Programs like UCPRIME might reduce the ban's negative impact, and it is worth noting that a high percentage of programs' graduates have been URM students.
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Moving forward, policymakers concerned with these issues would benefit from future research further examining which medical schools have been particularly successful at producing primary care physicians who care for Medicaid and uninsured patients.
Other approaches may involve greater numbers of international medical graduates or expanding the scope of practice for nurse practitioners (NPs) and physician assistants (PAs)-though entry into primary care fields among NPs and PAs has also declined in recent years. 19 These options also raise the question of whether a more racially diverse workforce in other healthcare professions similarly would increase access to primary care for Medicaid and uninsured populations.
Ultimately, medical student diversity and primary care access for underserved communities are inextricably linked. Quantifying this relationship highlights the importance of medical school admissions policy. If we intend to address the US's current shortage of access to primary care, particularly in low-income neighborhoods and rural areas, we should consider supporting policies that tether diversity concerns with one of our profession's unquestionable ethical priorities-access to care for all populations. This relationship also strongly suggests that the medical community-and the broader health policy community-have a major stake in affirmative action policies nationwide, whose fate may well determine the ability of the healthcare workforce to care for the nation's neediest populations for decades to come. (Cohen 2003) . 'Racial Parity' data reflects U.S. race/ethnicity proportions from 2014 U.S. Census data. AAMC does not consider Asian/Pacific Islanders as underrepresented in medicine. Though Native Americans are considered underrepresented by the AAMC, complete data for Native American students was not available for this study. "African-American" corresponds to "black" race /ethnicity in the AAMC data, which includes both African-Americans and Africans, so we cannot distinguish between those groups here. Notes: Row (1) shows the proportion of medical students entering primary care residency fields, by race/ethnicity, based on 2011-2014 data from the ACGME. Row (2) shows the proportion of 3 rd year residents in these fields who did not enter subspecialist fellowship after residency. Row (3) shows the sum of the percentage of Medicaid patients plus the percentage of uninsured patients being cared for physicians of different races, based on an analysis of the 2010 Medical Expenditure Survey (Marrast 2013); our calculation assumes that this proportion is roughly equivalent to the likelihood that a physician of a given race practices in a safety net setting. 
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